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Rectal bleeding and polyps
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Abstract
Colorectal polyps are an important albeit
uncommon cause of rectal bleeding in child-
ren. Colonoscopy promotes both rapid and
accurate diagnosis and the opportunity for
immediate therapeutic polypectomy. A 10 year
audit of polyps diagnosed and treated endo-
scopically has been undertaken in the chil-
dren's endoscopy unit. Twenty nine polyps
were diagnosed from 730 colonoscopies; 24
were juvenile, two inflammatory, two Peutz-
Jeghers, and one an adenomatous polyp.

All but one of the juvenile polyps were
solitary. All children had bleeding per rectum
as one of the major presenting features. About
two thirds ofthe patients were under the age of
5 years; the mean age was 5-6 years. Most of
the juvenile polyps were on the left side of the
colon; 41% were distal to the sigmoid colon.
However polyps were found throughout the
colon, indicating that total colonoscopy is wise
and rewarding in any child with persistent and
intermittent rectal bleeding.
(Arch Dis Child 1993; 69:144-147)

Rectal bleeding in children is a relatively
uncommon but important complaint and an
alarming event for the parents. Colorectal polyps
must be considered as a possible cause' but
differential diagnosis is wide and includes anal
fissure, trauma, infective enteritis, allergic
enteropathy, chronic inflammatory bowel
disease, Meckel's diverticulum, intestinal
obstruction (intussusception), and congenital
anomalies (duplication, malrotation). I Painless
intermittent fresh rectal bleeding is likely to be
due to a polyp in the large bowel2 3 in a child who
is well grown and not otherwise ill.

Fibreoptic colonoscopy and colonoscopic
polypectomy are well established in adults, and
the introduction of these procedures in
children' 8 now permits a similarly safe,
effective method to investigate the entire colon,
with the possibility of immediate therapeutic
polypectomy.'45I'" The polyp can be identified
and removed safely and painlessly by colon-
oscopic polypectomy in an appropriately sedated
child during the first, diagnostic examination.

Academic Department of
Paediatric
Gastroenterology,
St Bartholomew's
Hospital, West
Smithfield, London
EClA 7BE
Thura T Latt
Richard Nicholl
P Domizio
John A Walker-Smith
Christopher B Williams
Correspondence to:
Professor Walker-Smith.
Accepted 26 February 1993

Patients and methods
The paediatric inflammatory bowel disease clinic
at St Bartholomew's Hospital is a tertiary referral
centre for children with a wide range of gastro-
intestinal conditions. From January 1982 to
March 1992, 730 children aged 3 months to 16
years were examined by colonoscopy for sus-

pected chronic inflammatory bowel disease or

rectal bleeding of unknown origin.
Patients were admitted on the day before

colonoscopy. Preparation included full explana-

tion about the procedure to the parents and
patients, clear fluid diet and juices (not red
coloured) for 24 hours, with senna syrup
aperient (1 ml/kg) on the afternoon ofadmission.
Picolax (Nordic; sodium picosulphate one
quarter sachet for age 1-4 years, half sachet for
age 4-6 years, and one sachet for age above
6 years) was given on the evening of admission
and another dose was given at 5 am on the
morning of colonoscopy.

Sedation and analgesia during colonoscopy
included Diazemuls (Dumex; diazepam in liquid
emulsion, 0 3-0 5 mg/kg) intravenously and
pethidine (1-2 mg/kg) intravenously given
slowly over a period of 1-2 minutes while
observing the patient's consciousness stage and
ability to talk coherently. The antispasmodic,
Buscopan (Boehringer Ingelheim; hyoscine
N-butylbromide) 20 mg intravenously was given
to produce good colonic relaxation for 5-10
minutes and was very helpful during examina-
tion of the overactive bowel for polyps and other
lesions.45

Either an adult or paediatric type colonoscope
was used depending on the age and size of the
patient. Most adolescents and older children
easily tolerated the adult size colonoscope (dia-
meter 1 5 cm). Specific paediatric colonoscopes
(diameter 1 1 cm) were ideal for younger child-
ren."l At the time of colonoscopy some children
experienced minor abdominal discomfort or
distension. The combination of pethidine and
diazepam gave satisfactory analgesia with subse-
quent amnesia for the procedure' in almost all
cases and general anaesthesia was not needed.

All the polyps seen were removed by snare
polypectomy and specimens sent for histological
examination. There were no complications
during or after colonoscopic polypectomy.

Results
Altogether 730 children age ranging from
3 months to 16 years were colonoscoped during
this 10 year period. Twenty nine patients were
found to have colorectal polyps; 24 (82 8%) had a
juvenile polyp, two (6-9%) had an inflammatory
polyp, two (6-9%) had Peutz-Jehgers polyps,
and only one (3 4%) had an adenomatous polyp.

Details of the patients and polyps are shown in
table 1. Juvenile polyps were commonest. All
but one (patient 10 with three juvenile polyps;
see table 1) of the juvenile polyps were solitary
with equal sex distribution (12 boys and 12 girls).
Sixteen children (66-7%) were under the age of
5 years and eight (33 3%) between 5 and 12
years. The mean age was 5-6 years; the youngest
was 2-7 years (patient 18) and oldest 12 years
(patient 11). Clinical presentation of juvenile
polyps in 24 children is shown in table 2.

In this study one patient had massive bright
red rectal bleeding with pallor and hypo-
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volaemia. She was given a blood transfusion
three days before colonoscopy and polypectomy.

Distribution of the juvenile polyps is shown in
fig 1. Most were found in the left colon.

Discussion
Although colorectal polyps are relatively rare in
children, they are an important cause of chronic
and intermittent bleeding per rectum. ' Bleeding
per rectum ranges from streaks of fresh blood,

MICROSCOPIC APPEARANCE
Microscopic appearances of juvenile polyp,
Peutz-Jeghers polyp, adenomatous polyp, and
inflammatory polyp are shown in figs 2, 3, 4, and
5 respectively.
Table I Polyps in c
1992)

Patient Age
No Sex (years)

1 M 10
2t M 3
3* F 4-6
4 M 8
5* F 3
6 M 35
7 M 45
8 F 85
9* F 2-8
10 F 45

11
12
13
14
15
16
17
18*
19
20
21*
22
23
24
25
26
27
28
29

M
F
M
F
M
F
F
F
M
F
M
M
F
M
M
F
F
F
M

12
3-4
4-4
4
3-3
3 8
5
2-7
9
11
5.5
7
7.5
4
15
6
12
4.5
4

*hildren (fromjanuary 1982-March

Size
Site ofpolyp (cm) Type ofpolyp

Sigmoid 0 5 Juvenile
Colon 2-2 Juvenile
Rectum 1-0 Juvenile
Sigmoid 1-2 Juvenile
Rectum 2-0 Juvenile
Rectosigmoid 1-2 Juvenile
Rectosigmoid 1-0 Juvenile
Descending colon 1-0 Juvenile
Sigmoid colon 0 9 Juvenile
Transverse colon 0-6 Juvenile
Descending colon 0-6 Juvenile
Rectum 0-3 Juvenile
Sigmoid 1-0 Juvenile
Descending colon 1-0 Juvenile
Sigmoid 1-0 Juvenile
Sigmoid 1-0 Juvenile
Recrum 1-0 Juvenile
Rectum 0 9 Juvenile
Ascending 0-6 Juvenile
Transverse 1-0 Juvenile
Rectum 0-5 Juvenile
Descending 1-0 Juvenile
Descending 2-0 Juvenile
Descending 1-5 Juvenile
Rectum 3-0 Juvenile
Rectum 1-0 Juvenile
Splenic flexure 2-0 Peutz-Jeghers
Colon 0-9 Peutz-Jeghers
Sigmoid colon 1-3 Adenomatous
Transverse 1-0 Inflammatory
Colon 1-0 Inflammatory

*These patients had sigmoidoscopy before colonoscopy.
tThis patient had a polyp missed on colonoscopy.

Table 2 Clinical presentation ofjuvenile polyps in 24
children

Clinicalfeatures No (%) ofchildren

Intermittent fresh rectal bleeding 24(100)
Lower abdominal pain 9 (37-5)
Mucous in stools 5 (20 8)
Painful defaecation 4 (16-7)
Rectal prolapse 3 (12-5)
Diarrhoea 2 (8 3)
Constipation 2 (8 3)

Figure 2 Low power photomicrograph ofajuvenile polyp
composed ofcystically dilated glands and abundant stroma.

Figure 3 Low power photomicrograph ofa Peutz-J7eghers
polyp composed ofarborisingstrands ofsmooth muscle lined by
colonic mucosa.

Figure 4 Low powerphotomicrograph ofa tubular adenoma
composed oftubular glands lined by mildly dysplastic
epithelium.

Figure I Number of
juvenile polyps and their
distribution in large bowel;
*I polyp missed on
colonoscopy, supposedly in
the sigmoid colon.

Figure 5 Low power photomicrograph ofan inflammatory
polyp composed ofgranulation tissue and occasional residual
glands.
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sometimes mixed with stools, to a massive bleed-
ing episode.

The commonest type of polyps seen in this
study were juvenile polyps (82-8%) and almost
all were on the left side of the colon (see fig 1),
mostly around the rectosigmoid area, but also in
the descending, transverse, and even ascending
colon suggesting that total colonoscopy is essen-
tial in patients with bleeding to avoid missing
polyps. All the juvenile polyps were solitary
except for one patient (see table 1) who had three
juvenile polyps, emphasising the need to com-

plete examination of the whole colon even if a

polyp is found.
Fibreoptic colonoscopy is the best way to

diagnose polyps and permits immediate painless
removal under mild sedation. This procedure is
now our initial means of investigating all child-
ren with undiagnosed rectal bleeding.' It permits
safe and effective inspection of the entire colon.
Five of the patients in this study had sigmoido-
scopy before colonoscopy for rectal bleeding
and, even though some of the polyps sub-
sequently found were within the reach of
sigmoidoscope, they had all been missed. Even
with colonoscopy a polyp can be missed; in this
study one patient had colonoscopy and no polyp
was identified, but after two months the patient
passed a 2-2 cm polyp spontaneously per rectum,
presumably missed at colonoscopy in the con-
volutions of the sigmoid colon.
No complications were seen during or after

colonoscopic polypectomy in this study period of
10 years. After the procedure almost all the
patients had no signs and symptoms of rectal
bleeding except for two who were readmitted
with similar complaints two and six years after
polypectomy respectively. Repeated colono-
scopy was performed but no polyps were iden-
tified. Both patients were managed with reassur-

ance and advice about diet and bowel habit.
Planned follow up for Peutz-Jeghers polyps

includes 'top and tail' endoscopy (that is upper
gastrointestinal endoscopy and total colono-
scopy) at two year intervals and small bowel
barium meal and follow through examinations.
Laparotomy and peroperative enteroscopy will
be performed should the patient become
symptomatic or a small bowel polyp grow larger
than 15 mm.12 If a polyp is confirmed histologic-
ally to be an inflammatory type further evalua-
tion is not needed unless one of the familial
syndromes is suspected.
There is substantial literature on the neces-

sity for long term follow up of adults after
removal of adenomatous polyps. Further
colonoscopic examinations should be performed
at two year intervals when multiple index polyps
are present, and at three year intervals when the
index lesion is a single adenoma and other risk
factors for colonic neoplasia are not present.
The identification and evaluation of patients at
increased risk for colonic ademonas is likely to
result in a reduction in the incidence of colorectal

cancer. 13

In our 12 year old patient a check colonoscopy
was normal at two years and we have recom-
mended a long term follow up at five yearly
intervals in view ofthe possibility offormation of
further adenomas.

There is no evidence that follow up is required
for children with one or two juvenile polyps. The
question of follow up in children with multiple
juvenile polyps is more uncertain. Juvenile poly-
posis, a precancerous condition requiring follow
up has previously been defined as 10 or more
juvenile polyps.'4 However we have experience
of malignancy developing in an adult with less
than 10 juvenile polyps previously removed and
would so advise repeat colonoscopy in any child
with four or more juvenile polyps, perhaps every
three years in the first instance. Other studies
suggest that patients with juvenile polyps who
have three or more juvenile polyps or a family
history of juvenile polyps should undergo
surveillance for colorectal neoplasia. Periodic
surveillance by colonoscopy with multiple
random biopsies of both polyps and flat mucosa
every several years seems appropriate for these
patients.'5

Conclusion
Fibreoptic colonoscopy under sedation is a safe
procedure in children. Colorectal polyps are a
rare but important cause of rectal bleeding in
children and some of these polyps, such as
adenomatous polyp and Peutz-Jeghers polyps,
need to be investigated with regular follow up
colonoscopy to detect recurrence and early
malignant changes.
Our results suggest that in certain categories of

patients, such as those with unexplained rectal
bleeding and suspected chronic inflammatory
bowel disease, total colonoscopy is particularly
rewarding.'6 Colonoscopy should be considered
as a first line procedure in such patients as it is
easy to establish or exclude bleeding pathology
and has the advantage of biopsy and immediate
polypectomy.

It is also very important that these children are
investigated at a centre skilled in paediatric
endoscopy and where there are facilities for
expert histological review.
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Eczema and the yeliow emperor

The principles of traditional Chinese herbal therapy (TCHT) were
described in the Inner Classic ofthe Yellow Emperor which was written
by our old friend, Anonymous, between 300 and 100 BC. Two recent
papers have confirmed the effectiveness of such treatment in adults
(Mary Sheehan and colleagues, Lancet 1992; 340: 13-7) and children
(Mary Sheehan and David Atherton, British Journal of Dermatology
1992; 126: 179-84).

It had been noted that some patients with eczema refractory to
conventional treatment had been treated by a practitioner ofTCHT in
London with apparent success. It is almost impossible for Western
physicians to give the full Chinese treatment because that varies from
patient to patient, and from time to time in the same patient, depending
on the TCHT practitioner's assessment of the pulse and the tongue as
well as the features of the eczema. Dr Sheehan and her colleagues
therefore settled for giving the herbal medicine as recommended by a
Chinese medical practitioner of TCHT for use in a typical case of the
particular type of eczema studied.

Forty seven children aged 18 months to 18 years were admitted to a
double blind trial over a four month period. All had extensive non-
exudative atopic eczema not confined to the flexures and characterised
by a diffuse morbilliform or sclarlatiniform erythema usually more
marked on the trunk than the limbs, and often with mild to moderate
lichenification. No topical steroids were used during the study which
lasted for 20 weeks and followed a double blind, placebo controlled,
crossover design. Active treatment consisted of a decoction prepared
from constituents of 10 plants obtained from bona fide suppliers in
China. Placebo decoctions were made to have a similar appearance,
taste, and smell but from herbs not thought to benefit eczema. The
children were expected to drink about 100 ml of warm decoction
freshly made each day and, surprisingly, only five of them balked at it
to the extent that they failed to complete the study (three active
treatment, two placebo). Five others (one active treatment, four
placebo) failed to complete the study because they were given either
steroid treatment for asthma or an antibiotic for skin infection.
The children were assessed every four weeks using a standardised

scoring system for erythema and skin surface damage. There appeared
to be clear benefit during active treatment. The median percentage
decrease in scores for erythema was 51% (34-5 to 72-6%) during the
active treatment phases and 6% (-25-2 to 30 7%) on placebo, and for
surface damage 63% (34-5 to 72-6%) during active treatment and 6%
(-25-2 to 30 7%) on placebo. Ofthe 37 children completing the trial 19
were reported to have slept better on active treatment and three on
placebo. When asked to say which phase of treatment was better the
parents of 27 children identified the active treatment phase and of two
the placebo phase. In eight cases the parents were unable to choose
between the two phases. No toxicity was identified during the study but
the authors point out that they have no information about long term
toxicity.
How it works is not known but it does not appear to be a

corticosteroid-like effect. The authors are cautiously optimistic about
the potential value of the treatment and, although the trial was
restricted to one form of severe eczema, they say that they have 'no
reason to believe' that it would not be effective in other types.
Four cheers for Dr Ding-Hui Luo for her cooperation, say I.

ARCHIVIST
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